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Initiat Coraments

A compiaint investigation #2025001768 and

itoring were at Volante
of Melbourne Assisted Living Facility. There was
a deficiency identified at the time of the survey.

B59A-36.008(8) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage, The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication i i and d

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of ication, or inistering Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
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still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retumn

£ icinal drugs to the dispensi

pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to keep in a locked cabinet;
locked cart; or other locked storage receptacle at
all times for 1 of 4 residents sampled (#1).

Findings:

On unlicensed caregiver (B) received
medication from the pharmacy delivery driver. A
review of the pharmacy manifestation dated

at 10:09 pm revealed the delivery
included 28 tablefs of IR 20mg.

On at 11:44 am an interview with
unticensed caregiver {A) was conducted. She
said on around 4:30 pm she was notified
that resident #1 was lowon |, and he
would need a refill. it is the facility practice to
notify her if there are medications that need to be
reordered, She said she called the pharmacy,
and they told her the medication had already
been delivered on - 8he said that was
when they realized the was missing.
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She, the Administrator, and the Director of
Nursing (DON} searched for the medication, but
did not find it. She notified his Primary Care
Provider.

A review of resident #1's record revealed he was
admitted to the facility on . The record
contained a resident health assessment form
{1823) dated . The resident diagnoses
included . and

., . . The resident was assessed
to need assistance with self-administration of
medication. The resident's record contained a
prescription for 20mg every 6 hours

for,

On at 1:23 pm an interview with
unticensed caregiver B was conducted. She said
she answered the doorbell on Friday for
the pharmacy delivery around 11pm. She signed
for3 icath One of the ications was

for resident #1. She signed.t

pharmacy requisition for each card of
medications. She said she then took the
medications to the nurse's office and put them on
the second desk. She said she closed the door
which locks when closed. She said before this
incident the facility practice was fo leave
medications and requisitions on the desk in the
nurse’s office. She said when she was hired, that
is what she was trained to do. Everyone left
medication on the desk. Afterthe
went missing, there was an in-service on the
facifity policy. Now two people must witness

being added to the locked medication
cart, When .she left the morning of she
did not notice if the medications were stilt on the
desk. She said she just dropped off her walkie
talkie and left. She said she did not know where
the medications went. She put them on the desk
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on Friday, but she was not called until Monday.

On at 1:40pm an interview with
unlicensed caregiver D was conducted. She said
she never saw the medications on the desk in the
nurse’s station after being delivered on

She said before the medication went missing, it
was the facility practice to place the medications
on the desk in the nurse's office after receiving
therm from the pharmacy. After the missing
medication, they put them in the locked
medication cart.

On &t 2:15 pm in an interview with
unficensed caregiver F she said she did not see
medications on the desk. She worked shift.
She only went to the office to get a walkie talkie.
She said before the medication went reissing, it
was the facility practice to put medications on the
desk in the nurse’s office and lock the door. Now
they have to put them in the medication cart.

A review of the facility policy dated titted -
. controlled substance, and preventing
drug diversion read: Medications are stored in a
secure manner. Special storage and security
guidelines will be followed to protect controlied
substances ( ) and fo help prevent drug

diversion.
1. All medications, including OTC medications,
are kept in locked storage. and

controlied substances are to be kept double
locked.

On at 2pm an interview with the DON
was conducted. She said she was not aware of a
different facitity practice prior to resident #1's
missing medication. During the day they take all
the medications from the pharmacy and put them
in the Jocked medication carts. She confirmed
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she conducted an in-service on the facility policy
to secure all medications.
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